AbstrAct
IntroductIon
Suffering near the end of life creates anxiety for many terminally ill patients. They experience distressful emotions, such as fear of the future and being a burden to loved ones, and they worry about pain management and the loss of control over the quality of their lives. This has led some terminally ill patients to contemplate and consider physician-assisted suicide, also termed physician-assisted dying, or euthanasia as options toward the end of life. Euthanasia is not legal in the United States; physician-assisted dying is legal in seven states and Washington DC. From the perspectives of patients, there is considerable debate regarding the ethical implications of physician-assisted dying; the patient's self-determination rights, competence, beliefs, and values form the basis for these decisions. In addition, these decisions directly confront the ethical and professional standards of physicians. Therefore, clear and applicable definitions of physician-assisted dying and euthanasia are needed. We have reviewed some definitions and ethical implications that are applicable to health care providers as they relate to physician-assisted dying and euthanasia.
defInItIons
The definition of physician-assisted dying is conceptually and pragmatically important since multiple and confusing interpretations can arise from the name alone. For the purpose of this review, we will consider physician-assisted dying and physician-assisted suicide as synonymous. The term "physician-assisted dying" is the more acceptable term, opposed to physician-assisted suicide, because "it captures the essence of the process in a more accurately descriptive fashion than the more emotionally charged designation physician-assisted suicide."
1 These nuances in nomenclature may not directly clarify the issues nor do they necessarily change clinical practice, but they do seem to appeal to social, group, and cultural connotations of different terminologies used in these discussions. The American Academy of Hospice and Palliative Medicine defines physician-assisted dying as a physician's providing a lethal dose of a medication that the patient administers to himself or herself with the intention of ending his/her own life. 2 Euthanasia is not as simple to define as physicianassisted dying since two different terms are used. The etymological origin of the term "euthanasia" is from the Greek: eu "well" + thanatos "death". In essence, the word implies good, gentle, or easy death. Euthanasia is defined by Merriam-Webster as: "the act or practice of killing or permitting the death of hopelessly sick or injured individuals (such as persons or domestic animals) in a relatively painless way for reasons of mercy". The Oxford Dictionary's definition is "The painless killing of a patient suffering from an incurable and painful disease or in an irreversible coma."
Two forms of euthanasia should be distinguished: passive and active. Both passive and active euthanasia result in death, but the processes are different. Passive euthanasia refers to hastening the death of an individual by removing active medical support with the intent to produce death and 'actively/intentionally' allowing the terminally ill patient to die naturally. Examples could include turning off ventilators, stopping certain medications, withholding resuscitative efforts (i.e., cardiopulmonary resuscitation), and withholding food and water from the patient. In medical organizations, this decision requires the continued provision of comfort measures. Another form of passive euthanasia is administering pain medication to manage suffering, knowing and intentionally using it to allow the patient to die naturally without support. This is referred to as a double effect. Active euthanasia is defined as causing the death of someone through a direct action at an individual's request. A terminally ill patient, for example, would ask a physician, loved one, or another trusted person to administer a lethal dose of medication, causing the patient's death. This is by far the more ethically challenging form of euthanasia because someone else administers the medication to the patient, and the lethal dose of medication may not necessarily relieve any pain or suffering. Active euthanasia does not truly allow the patient to make this decision for himself, and this has different ethical and legal implications.
Applying ethics to physician-assisted dying, passive euthanasia, and active euthanasia becomes controversial because very different opinions stimulate the debate. The population of the United States includes people from different cultural and religious backgrounds, and there are no uniform religious, moral, and ethical views on this issue. In 1997 the Supreme Court of the United States unanimously ruled that a right to assisted suicide in the United States was not protected by the due process clause in the Constitution since assisted suicide is not a fundamental liberty interest and was not protected under the 14th Amendment. 3 The Supreme Court concluded that the implementation and regulation of physicianassisted dying should be left to state level legislatures, given the important social and cultural implications. Only eight jurisdictions (Colorado, Hawaii, California, Oregon, Washington, Vermont, New Jersey, and Washington DC) have legalized physician-assisted dying, and no state has legalized active euthanasia. Oregon and Washington legalized physician-assisted dying by popular referendum, Montana by court ruling, and Vermont, Hawaii, New Jersey, and California by legislation. 4 A community or state as a whole must determine whether physician-assisted dying should be legalized, physicians must be willing to do this based on their individual religious beliefs and moral beliefs, and ethical committees should be formed to implement processes that evaluate a patient's request for physician-assisted dying. Processes and standard operating practices must be implemented to determine how the committee will ensure that conflict of interests of the physicians are resolved, beliefs and values of patients are upheld, and a policy on how and by whom physician-assisted dying occurs is in place. Most states allow for physicians and families to make decisions about the type of care a patient is receiving. Passive euthanasia is considered a form of treatment and suffering management (or a change in the goals of care) instead of physician-assisted dying.
debAte on ethIcs of physIcIAn-AssIsted dyIng
Important questions regarding physician-assisted dying include: Under what circumstances are physicianassisted dying and euthanasia ethical? Should these practices be legal and regulated? When we discuss this issue, we will assume that all patients who would be allowed to consider physician-assisted dying or euthanasia are patients whose deaths are imminent and no medical intervention can change that fact. This is a difficult ethical question to answer, and there is no simple black and white answer available. There are many shades of grey, which all depend on a person's upbringing, indoctrination, education, and personal beliefs (moral or religious). Consider this kind of question: Is it ethical for a woman to steal from a grocery store to feed her children? The right or wrong ethical decision would depend on the perspective of the person making that decision. Therefore, shouldn't patients be allowed to make decisions on how they want their lives to end? Terminally ill patients know that life will be over for them in a given span of time. Therefore, whether or not they will die is not in question … it is whether they have the right to decide in what state and with what dignity they will choose to die.
Federal law has left it up to individual states whether or not physician-assisted dying should be legal. Each state legislature should make decisions on this issue based on case law, precedent, and the beliefs of the majority of people in the state, partly because federal courts do not want to intervene on issues such as this until the consequences have become clearer through the practice and application in individual states. We conclude that the individual person making that decision decides what is ethically right and wrong for himself and that state legislatures should determine if the practice of physician-assisted dying is legal. Therefore, in practice each state decides whether physician-assisted dying is ethical and whether it should be legal based on whether or not the decision reflects the values, morals, and beliefs of the majority of citizens in each state. 5 Those who believe that terminally ill patients have a right to choose when and by what means they die have very strong feelings about why physicianassisted dying is ethically permissible. Supporters of physician-assisted dying approach this by asking at what point is the quality of life no longer meaningful. According to the Utilitarian theory, it would be ethically appropriate for physician-assisted dying to be a right act because the decision is made in the interest of the patient; the family should not be included except for giving voice to the patient's wishes. 6 It can be viewed as a greater good because the physician is administering or prescribing medication to be administered to the patient that will eliminate the patient's suffering and/or pain. Proponents of physician-assisted dying, such as Compassion and Choices and the Death with Dignity National Center, both non-profit organizations in the United States, argue that patient autonomy or rational self-determination reduces internal stress and provides control up to the end of life. Under the patient autonomy or rational self-determination principle, proponents maintain that each patient has a right to make autonomous decisions regarding the type of treatment he desires, which includes lethal injection that could result in death. Proponents also maintain that physician-assisted dying relieves pain and suffering. This view means that patients should not have to suffer beyond the limits that they choose. Essentially, proponents advocate that patients have the authority to choose physician-assisted dying as a method of avoiding unnecessary and unwanted pain and suffering.
One argument that might be morally suspect is that legalizing physician-assisted dying would lower costs of health care. However, one report suggested that legalizing physician-assisted dying would save only approximately 1% of total health care expenditures. 7 Supporters of physician-assisted dying also claim that a patient's to choosing his own death might allow for organ donation to other people who are not terminal and need transplants. Terminal illnesses cause the deterioration of multiple organs with the eventual loss of function. We can assume, therefore, that proponents find some logic in the need for the living to use these organs while they are still vital when the terminally ill patient is willing to die in a manner that would support another person's chance to live. Therefore, supporters claim that legalizing physician-assisted dying can also save lives. 8 However, this approach clearly presents very important ethical problems, since it commodifies the value of human life, something that the majority of ethicist in clinical practice would find abhorrent.
The dilemma of whether physician-assisted dying is ethical is unavoidable since opponents hold views that physician-assisted dying is inappropriate and wrong. Some opponents view physician-assisted dying as unethical is due to the physicians' Hippocratic Oath of "doing no harm." Opponents view physicianassisted dying as causing harm to patients, which violates the Hippocratic Oath since physicianassisted dying is not a healing proposition. 9 Opponents can also object to physician-assisted dying because violating the Hippocratic Oath could also lead to a decrease in trust in the patient-physician relationship, since ending a human life is considered to demean life itself. Therefore, eliminating a human life because it will decrease the cost of health care or because suffering and terminal illness are not convenient, as proponents suggest, is disregarding the value that life holds. Another dilemma in legalizing physicianassisted dying is how the medical profession begins to teach medical students and those in residency training how and when it is appropriate to take a human life. If not all physicians have the same beliefs on this issue, we would need to require physicians to be trained in moral reasoning and working with clinical ethicists who could assist with the reasoning through philosophical positions.
Many opponents to physician-assisted dying oppose it based on religious views. For example, the Roman Catholic Church considers the deliberate termination of life as morally wrong and inconsistent with the Fifth Commandment ("Thou shalt not kill"). Judaism considers the preservation of life a great value and does not sanction suicide or assisted suicide. In addition, there is opposition to physicianassisted dying that is not faith-based. First, it can be considered as simply offensive because of the wrongness of killing. Second, it creates a slippery slope that could lead to the risk abuse of others by requesting physician-assisted dying for those who are not terminally ill, such as those who are mentally retarded; some may request physician-assisted dying due to a perception of their lack of quality of life. Third, palliative care specialists claim that pain can be alleviated and that there is no reason to take a human life just to rid someone of pain when that can be achieved without the patient's dying and doing otherwise may risk abandonment. Finally, opponents believe that physician-assisted dying somehow violates physician integrity and patient trust. 10 These arguments suggest that physicians cannot assume that precipitating death and presumably "limiting suffering" are congruent with a patient's value system. To "aid" patients who are suffering and perhaps not thinking clearly may actually violate their beliefs. This also has the potential of causing unnecessary and premature harm to the loved ones who remain behind.
rAtIonAl decIsIon mAkIng
Recently, the concept of rational suicide has been presented based on patient autonomy. 11 Mainstream psychology and psychiatry do not formally consider ending one's life as something rational; however, the need to scrutinize the applicability of physician-assisted dying has required development of certain criteria for the "rationality" of desiring death. In summary, the decision must be voluntary, with evidence of calm deliberation stemming from a clinical scenario considered terminal or irreversible. One potential problem in using "criteria" is the expected ambivalence and changing perceptions/ motivations of those people who will be required to apply these criteria to themselves. 12 An important study on the implementation of physician-assisted dying was published after the approval of the 1997 Death with Dignity Act legalizing physician-assisted dying in Oregon. The study reported information on 23 patients who received prescriptions for lethal medications with the purpose of ending their lives. Of these, 15 died after taking these medications. The median time from ingestion to death, available dates for 14 patients, was 26 minutes (range 15 minutes -11.5 hours). No complications were reported with medication use. Case-control analysis of patients with similar terminal illnesses showed no disproportionate use of physician-assisted dying based on the socio-economic, insurance, or education status of the patients. Of course, the conclusions from such a small sample are hard to generalize. 13 These data have been updated as of 2015 https:// www.oregon.gov/oha/ph/ProviderPartnerResources/ EvaluationResearch/DeathwithDignityAct/Documents/ year18.pdf.
More interesting is the fact that the percentage of adults (ages 18 to 34) who support physician-assisted dying rose 19 points from 2014 to a staggering 81% in 2015. This definitely shows that younger adults are more likely to support physician-assisted dying than older adults; 80% of Independents supported physician-assisted dying compared to 61% of Republicans and 72% of Democrats. Physician and provider support for physicianassisted dying reflects that of the general population. In a 2016 survey to physicians on ethics, Lowes noted that 57% of physicians support physicianassisted dying in terminally ill patients. 13 This increased 3% from 2014 and 11% in 2010. The change in physician attitudes regarding physician-assisted dying likely represents a greater respect for patient autonomy. Even though there has been a shift in opinion on this issue, it does not mean that physicians do not hold the Hippocratic Oath as sacred. On the contrary, the shift could mean that what physicians and the public view as 'harmful" has also shifted. Physicians and the general population have already accepted (legally and culturally) that stopping life-sustaining treatment is acceptable and more often better for the patient. However, physician support evaporates when someone with irremediable suffering is not actively dying. Almost half of physicians surveyed (46%) opposed physician-assisted dying if the patient is not terminally ill.
conclusIons
In conclusion, the terms physician-assisted suicide and physician-assisted dying can be considered synonymous, defined as a physician providing lethal doses of medications that patients administer to themselves with the intention of ending their own lives. Euthanasia, to the contrary, can be either passive or active. Passive euthanasia refers to hastening the death of an individual by removing a form of support and allowing the patient to die naturally without support; active euthanasia is causing the death of someone through a direct action at an individual's request. Opponents of physician-assisted dying view this act as causing harm to patients and essentially breaking the Hippocratic Oath. They also oppose it on the belief that taking a life actually devalues and disrespects that which should hold the highest value. Proponents claim that the suffering, anguish, and pain of the patient and family could actually be more harmful. Physicianassisted dying is currently legal in eight jurisdictions in Legalization of physician-assisted dying must come from individual state legislatures until the federal government decides to rule on this issue. Therefore, public and physician support of physician-assisted dying will be indicators of whether or not states choose to legalize physician-assisted dying. Reviewing some surveys and studies on public support and physician support will be crucial in determining the expected level of support from the general population and the medical community.
publIc opInIon
In general, a majority of Americans support physician-assisted dying for specific types of medical patients. However, this support can vary. The results from a 2015 Gallup's Value and Beliefs survey showed a climb in support for euthanasia when compared to the 2014 survey.
14 The 2015 survey also showed that 68% of those surveyed support euthanasia with the most notable increase coming from the 18 to 34-year-old age groups. The survey also indicated that if the word "suicide" was used instead of "death" then support for physician-assisted dying the United States and has become increasingly more acceptable in the general population as well as among physicians. However, neither the general population nor physicians support physician-assisted dying implementation in non-terminal patients. Therefore, the shift in the viewpoint from both groups shows that there is greater support for patient autonomy and that a majority believe that not allowing patients to suffer in end-oflife is actually more respectful and places more value on the human than the opposite (to allow pain and suffering). In this sense, limiting suffering by precipitating death can be viewed as a better alternative to allowing the natural history of terminal illness. However, even though seven states have made this legal, we must study their methods of implementation and monitor their outcomes to optimize this process. Medical societies will need to develop guidance for providers and provide education to the general public. Most important, consensus guidelines, 16 certified training, and a databank of regional consultation experts to healthcare systems, providers, and ethics committees may help facilitate the implementation of physician-assisted dying programs. Finally, the public, individuals, families and health care providers need to openly and honestly discuss all aspects of this approach to disease management at the end of life. If this public support trend continues, it will not be long before states are forced by constituents to address this ethical debate and create new laws regarding physician-assisted dying.
